Introduction
Chordoma is a rare primary malignant tumour of bone, arising in remnants of primitive notochord. Of all such tumours, 50% arise in the sacrum [1, 2, 6, 7, 8, 12] .
Surgical excision of sacral chordoma is technically challenging. Only with the development of a combined abdominal and trans-sacral approach have surgical cures been achieved [9, 10] . Lately the posterior approach has been described for excision of sacral tumours [3] .
We describe our technique of radical en bloc resection of sacral chordoma. This was achieved using a posterior approach and Mersilene mesh to prevent postoperative visceral herniation.
Patients and methods
Between 1987 -1993 we operated on five patients with sacral chordoma. Of these five, three were male and two female. Their average age was 52 years (41 -70). Common presenting symptoms and the level of tumour at presentation are summarized in Table 1 
Surgical technique
The large bowel was prepared with enemas and broad spectrum antibiotics. A general anaesthetic was given and the patient placed prone in the knee-chest position. The anal sphincter was dilated and packed with vaseline gauze. A crescentic incision with a distally based flap was made, centred on L5/S1. This incision was selected so as to keep the wound distant from the perineum and potential faecal contamination. In all patients the scar from diagnostic biopsy was excised with the crescentic incision. The posterior aspect of the sacrum and the tumour were then exposed. During dissection, attention was paid to haemostasis at all times; often we found digital dissection to be useful. The tumour was excised together with a wide margin of healthy bone proximally. Involved nerve roots were excised en bloc. In all cases at least one nerve root at the S2 level was preserved (Table 2) .
To reconstruct the posterior wall of the pelvis we implanted Mersilene mesh. The wound was closed in layers over vacuum drains.
Results
We experienced no significant peroperative complications using the posterior approach for en bloc excision of sacral chordoma.
No patient has developed metastatic spread of tumour at a mean follow up of 5 years. One developed a local recurrence which was successfully treated by wide local excision and radiotherapy (Table 2) .
After operation, urinary and faecal incontinence were present in the one patient who had a local recurrence. This same patient developed infection about the Mersilene mesh five months postoperatively, and was successfully treated by its removal. No patients developed sacral herniation or complained of pelvic instability.
Discussion
Excision of sacral trumours is complex and dangerous [5, 14] . Three surgical approaches suitable for sacral chordoma have been described. The combined abdominal and trans-sacral approach is indicated for tumours with visceral spread [11] . The combined extended illioinguinal and posterior approach is useful for proximal sacral lesions [13] . Both these operations are complex, time consuming and involve significant blood loss; excision of sacral nerve roots and the proximal sacrum often leads to incontinence and pelvic instability [4] .
We have achieved curative resection of low localized chordomas without significant morbidity and acceptable recurrence rates through a posterior approach. This allows a shorter, less complex operation for the treatment of these rare tumours. The use of Mersilene mesh reduces the risk of postoperative herniation through the sacral defect.
We recommend the posterior approach for excision of sacral chordoma without local visceral spread. 
